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Main: 936-273-0015 Main: 281-672-7050
Patient: Physician:
(Please fill in or attach patient demographics): Phone:
DOB: Fax:
Phone: Referring Contact:
Insurance:
Subscriber ID:

X | Evaluate and Treat Dysfunction Secondary To: ‘

J44.1 | COPD (acute) Exacerbation J84.09 | Bronchiolitis Obliterans

J44.0 | COPD acute lower respiratory infection Z99.11 | Dependence on respirator (ventilator) status
J44.9 | COPD, unspecified 135 Sarcoidosis

J4.2 | Unspecified Chronic Bronchitis G47.33 | Obstructive sleep apnea (adult) (pediatric)
J43.9 | Emphysema, unspecified T86.819 | Unspecified complication of lung transplant
J84.10 | Pulmonary fibrosis, unspecified Z94.2 | Lung transplant status

J47.0 | Bronchiectasis with acute lower resp infection J84.112 | |diopathic pulmonary fibrosis

J47.1 | Bronchiectasis with (acute) exacerbation J84.115 | |nterstitial lung disease

J47.9 | Bronchiectasis, uncomplicated R53.82 | Chronic fatigue, unspecified

J39.9 | Disease of upper respiratory tract 127.0 | pPulmonary Hypertension

E84 | Cystic Fibrosis 127.2 | Other secondary pulmonary hypertension
E88.01 | Alpha-1 Antitrypsin Other:

X | Pulmonary Therapy ‘

Cardiopulmonary Physical Therapy will be 2-3 times per week for 12 weeks unless otherwise prescribed. During this program the
patient will be educated and instructed in the following ways: Respiratory muscle training, Strength training, Upper and lower body
conditioning, and Aerobic exercises. In addition the following baseline procedures will be performed for patient evaluation/ progress
unless otherwise noted: The Six Minute Walking Test, Simple Spirometer Please attach any recent pulmonary function test results
with the referral form.

Comments/Suggestions/Contraindications:

Physician Signature Date

Confidentiality Statement: This facsimile transmission, including attachments to this cover page, is the property of the Breathing Center of Houston and may contain
confidential and privileged material for the sole use of the intended recipient(s). Any review, use, distribution or disclosure by others is strictly prohibited. If you are not
the intended recipient (or not authorized to receive for the recipient), please contact the sender or reply to the Breathing Center of Houston at 713-660-0663 and destroy
all copies of the facsimile. Thank You.
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